GENERAL COMMENTS
On page 8 under data collection, you mention that based on earlier research, an interview guide was developed. What references do you have on earlier research? Under data analysis I find it difficult to understand your analysis process and how you got the categories and subcategories that you got, please clarify You mention also in the same section, that a set of deductive categories were formed from the interview guide, please add references and clarify how this was done Table 2 is not clear, the categories is mentioned here, but no where else, and I do not by this table understand the process of analysis. Table 3 , I would like to get shortened and expressed in a more comprised way. The section in the results under the subtitle "Status quo of care for chronic diseases", I consider needs another title, to get the content of the section being represented well in the title and being understood already in the title. For example: On page 13 and the two sentences that starts with The situation for tuberculosis, I do not think goes under such title as well as the section on page 14 that starts with None of the interviewees ... The last section that is mentioned Dependencies, I do not really understand the title and what you want to say. Therefore difficult to assess the content of that section. Under strengths and limitations on page 17-18, I think you should add references to what you want to say about transferability of the results.
VERSION 1 -AUTHOR RESPONSE
Reviewer 1 -Ursula Trummer
• It is insufficiently differentiated between undocumented migrants and EU citizens without insurance. While for health care providers in an NGO setting, their exclusion from mainstream health services may show the same consequences, the legal frameworks of exclusion are quite different.
Thank you for remarking on this. This is certainly an important point, and when planning our study, we of course had the different legal circumstances of potential consulters of volunteer health care in mind. As our interview guideline shows (table 1) , we asked interviewees about the issues of countries of origin and residency status of their patients. However, it emerged in the interviews that this was of no importance to the care providers and -in their opinion -did not result in any substantial consequences for care provided. Physicians often stated that they did frequently not ask their patients for detailed information about their background at all, as it would not have influenced their treatment. This is why we did not differentiate between patient backgrounds in our reporting of results, as it mostly did not play a role for the interviewees. However, in some individual cases related in the interviews, the issue of legal situation was of importance, as the example of the Bulgarian cancer patient shows, where it was possible to arrange for insurance cover in the country of origin, which would probably not have been possible in case of an illegalized patient. It is also true that the cases depicted in the interviews where fear of deportation was a complicating factor are special to the situation of migrants without official residency status. Altogether, when looking at the cases reported, it is true that EU citizenship might offer more legal leeway for arranging adequate care, but this was not explicitly voiced as a central influencing factor for care provision in the interviews. As to the complicated legal situation of EU migrants that has been aggravated by changes in legislation in recent years, we did not think that outlining these specifics of German regulations in more detail would be the focus of interest for an international audience, also considering the minor consequences for our results.
However, we have outlined the legal differences in more detail in the background section of our revision, and also elaborated on the issue of EU citizenship vs. illegalized migrants and the impact on results in the "results in context" section of our revision.
• The sampling procedure and selection of interview partners is insufficiently described. It remains unclear whether the composition of the sample (e.g. men/women, medical specialties) reflects the distribution in the field or if this is the result of purposive sampling
Thank you for raising this issue, as sampling certainly is of central importance in regard to the interpretation of qualitative findings. When planning our sampling, we faced the challenge of researching an area that exists parallel to regular care. While NGOs active in the field are widely known to be "players", or at least known to people involved or interested in migrant health care, other volunteers like individual physicians are typically difficult to reach (or even to know about their engagement), as they do not advertise their work in the area. It is also not exactly known who cares for how many patients, as there are no comprehensive official statistics. Before planning our interviews, we compiled a list of organizations and individuals active in volunteer health, based on personal knowledge (as outlined in the manuscript, CL has been active in the field for years), a thorough internet search, and by asking personally known experts from the area, e.g. in the context of the Medibüro organization. We were confident to have covered the important entities, but this naturally cannot be proven without any doubt. We were also in the lucky situation of facilitated access to individual physicians active in volunteer care through CL's personal connection to the network. Altogether, we consider our sample a purposive one, as we stated in the manuscript. When deciding who to approach, we strained to include male as well as female interviewees, and achieve a contrasting variety of medical specialties, GPs as well as specialists etc. This corresponds to the purposive sampling strategy of heterogeneous / maximum variation sampling. The distribution of medical specialties in this purposive sample is very probably not representative in regard to proportions of medical specialties active in the field, as sampling was aimed at variation. However, this purposive sampling technique could be applied mostly to the individual physicians, as for the NGO physicians we had to rely on the organizations and the interviewees that offered themselves for the study from their teams. On the organization level, we strived to cover the whole spectrum of NGOs engaged in migrant healthcare, and also the relevant clinics mainly providing care to the homeless, as we knew from our research of the field and conversations with personal contacts that a relevant number of uninsured migrants would consult these for treatment, even if they were not homeless. However, regarding the NGO physicians, the sample could be considered not the result of purposive selection of cases, but aimed at an adequate representation of the whole spectrum of players. We have clarified this aspect in the manuscript. As the response rates reported in the manuscript show, not all organizations or physicians approached agreed to participate. There also might be players we do not know about, as the care sector is not an "official" one. We included a more detailed statement on this point and also some other implications of our sampling into our description of study limitations.
• It is insufficiently described how data was analysed. It is mentioned that notes on specific incidents for contextualising content were taken. However, in the analysis there is no reference to this.
In our initial manuscript, we chose to limit the degree of detail of our description of the data analysis process for reasons of readability and the word count recommendations of the journal. However, we certainly understand and appreciate your request to further elaborate on this. Content analysis was performed according to the basic principles of Philip Mayring, modified in some aspects according to the recommendation of Sandra Steigleder. Literature outlining this methodology in detail is cited in the manuscript. For better accountability of our coding process, we have now included a corresponding text passage detailing the workflow in our revised methods section. Concerning the phrase in our text "After the interviews, notes on specific incidents, interview atmosphere and difficult parts were taken; these were used for contextualization": this describes what we did, but we agree that we did not outline the impact of these notes on our data analysis. In fact, notes on interview context proved helpful in some instances if we were unsure of how exactly to understand statements or classify them in the coding process. However, this was not very frequently the case, so the weight of these notes should not be overrated, and this is why we did not further mention it in the description of the analysis. We added an explanatory sentence.
• Categories in the analysis of the qualitative results are not made sufficiently clear. It is stated that categorisation was discussed in team meetings and workshops, but this lacks specification that would proof the methodological soundness of the process.
As mentioned, we have extended the description of data analysis, including categorization and the process of discussing and reflecting in our research team, in the revision of our manuscript. We hope that it allows the reader to better understand what we did.
• The paper could have referred to recent discussions by German authors that bring on the additional argument of economic costs of exclusion from health care (see e.g. Bozorgmehr, Razum 2015)
Thank you for raising this issue. We are aware of the discussion, but we deliberately chose not to enter this line of argumentation into our discussion. We are convinced that exclusion of the poor and vulnerable from health care is foremost a human rights problem and not an economical one. There is also some uncertainty as to the direct transferability of the results of the mentioned study to e.g. undocumented migrants, as it was focused on refugees and asylum-seekers, being in a different legal situation from the populations of interest in our project.
• Overall, it is an important paper with an important topic. Unfortunately, it does not sufficiently meet the criteria of methodological accuracy that are of special relevance especially when using qualitative methods Thank you for your assessment of the importance of our paper and your critical but very helpful remarks. We are confident that our revisions have improved the manuscript and that our explanations are fit to clear up your concerns regarding our methods and reporting.
Reviewer 2 -Elisabeth Mangrio
• On page 8 under data collection, you mention that based on earlier research, an interview guide was developed. What references do you have on earlier research?
Thank you for raising this issue. We agree that the wording of our manuscript was not sufficiently clear in this regard: the mention of earlier research does not refer to research of our own, but to the literature we studied when planning our project, e.g. the works of Castañeda (2009), Huschke (2014), Woodward et al. (2014) and Kuehne et al. (2015) . We have added the respective citations to the text and clarified the phrasing.
• Under data analysis I find it difficult to understand your analysis process and how you got the categories and subcategories that you got, please clarify
We agree that we kept the description of the data analysis process quite short in our initial manuscript, and that this should be clarified to better understand what we did. We have considerably elaborated on the data analysis steps in our revision and are now confident that the section has improved in comprehensibility.
• You mention also in the same section, that a set of deductive categories were formed from the interview guide, please add references and clarify how this was done
We performed qualitative content analysis based on the methodology of Philip Mayring, modified in some aspects according to the recommendations of Sandra Steigleder (citations in manuscript).
Mayring described three basic types of content analysis, of which we chose content structuring as our method. It aims to identify and conceptualize content themes and accordingly describe the material. After Mayring, the category system is derived by a theoretical process based on the research question and prior knowledge of the research subject. As this is the same theoretical knowledge (gained from comprehensive study of the available relevant literature) that has been used in the drafting of the interview guide, deductive categories thus derived from a theoretical basis inherently overlap with the structure and topics of the interview guideline. Mayring's method was criticized for its vagueness of description of the material-guided revision of the theory-based category system. Other authors have subsequently recommended modifications to the procedure, e.g. Sandra Steigleder, whose method our analysis was based on. In her methodology for structuring content analysis, Steigleder combines the theory-guided category formation of the category system with an inductive approach that allows deriving further categories from the material itself and combining it with the theory-based system, checking for mutual fit and overlap and repeatedly revising the merged set of categories. The final category system thus is the result of a deductive-inductive process. Thank you for pointing out on the potential for improvement of the respective sections of our manuscript. We hope that our revision serves to increase transparency regarding our data analysis process.
• Table 2 is not clear, the categories is mentioned here, but nowhere else, and I do not by this table understand the process of analysis. Table 2 shows an example from the coding guideline, which is the result of the process of deductiveinductive category formation. The coding guideline is compiled during coding, and it guides the final re-coding of the complete interview material. In the guideline, the category system is supplemented by rules delineating which content to code in which category/subcategory, and also anchor examples illustrating category definitions. This also goes back to the methods published by Mayring and Steigleder. Table 2 shows one of the main categories "actual situation of care" and the definition, as well as two contrasting subcategories with anchor examples. At the end of the data analysis section, we described that "actual situation of care" was one of the content categories/themes that we chose to report in our manuscript. However, we are thankful for your remark that you find this category nowhere else in the manuscript. During the writing of the manuscript, the corresponding results section "actual situation of care" was renamed at some point for reasons of style to "status quo of care for chronic diseases", this seemed similar in meaning. But your comment shows that it may be confusing, and we changed it back to make it congruent with the category described in the methods section and table 2.
• Table 3 , I would like to get shortened and expressed in a more comprised way.
We changed the table to improve its readability.
• The section in the results under the subtitle "Status quo of care for chronic diseases", I consider needs another title, to get the content of the section being represented well in the title and being understood already in the title. For example: On page 13 and the two sentences that starts with The situation for tuberculosis, I do not think goes under such title as well as the section on page 14 that starts with None of the interviewees ...
Thank you for commenting on this. As described in our response to a previous comment, we renamed the section to its original title "actual situation of care". Tuberculosis and mental illness were included in the discussion of chronic disease care, as these are characterized by a long course of illness and frequently require care over a considerable amount of time.
• The last section that is mentioned Dependencies, I do not really understand the title and what you want to say. Therefore difficult to assess the content of that section.
In this section, we wanted to outline the dependency of the care uninsured migrants might receive (or not receive) on factors that are out of their sphere of influence, like subjective decisions, ethical convictions and personal level of dedication of the physician they happen to consult. In contrast, patients in regular care face a much smaller level of dependencies, they also can usually change their provider at will in case of dissatisfaction. However, thank you for remarking that the section title may seem somewhat nebulous to the reader. We therefore revised the title.
• Under strengths and limitations on page 17-18, I think you should add references to what you want to say about transferability of the results.
VERSION 2 -REVIEW

REVIEWER
Ursula Trummer
Center for Health and Migration, Austria REVIEW RETURNED 31-Dec-2018
GENERAL COMMENTS
The paper has improved a lot and authors have invested considerable effort to respond to all comments made by the reviewers. I recommend some points to be considered for further improvement: 1) use a clear definition of "undocumented migrant" from official sources, e.g. from the IOM Glossary on Migration or the Platform for International Cooperation on Undocumented Migrants (PICUM) 2) in the introduction section, the text first addresses undocumented migrants, then European citizens without insurance coverage, then again undocumented migrants. This is confusing and weakens the differenciation between different forms and legal contexts of exclusion.
3) specify the use of the term "chronically ill" -e.g. when discussing cancer and TB treatments, which not necessarily would count as chronic diseases; and when discussing infectious diseases, which may have specific public health implications (TB, STDs) 4) There are studies on service provision by NGOs for uninsured migrants / undocumented migrants available on European and national level -e.g. the Observatory reports from MdM or the compilation of Practices in the NowHereland project (available at www.c-hm.com). Authors from Israel (Gottlieb et.al) discussed the question of how volunteer-based health care for undocumented migrants relates to Public Health actors and responsibilities. It therefor seems inappropriate to label the study as the first one that specifically explores this topic. 5) it is mentioned that participants were asked whether they would like to receive results. I'm curious now: who did not want to know?
REVIEWER
Elisabeth Mangrio
Care Science, Malmö university, Sweden REVIEW RETURNED 21-Dec-2018
GENERAL COMMENTS
The paper is well improved but still have a few minor comments. The Table 2 The paper is well improved but still have a few minor comments.
The Table 2 is still unclear and I do not understand that you have subcategories there but not in the results, please clarify.
-We regret that the table still seems difficult to understand in your view. The table exemplarily shows how categories and subcategories were determined and stratified hierarchically. The main category "actual situation of care" and an exemplary subcategory "continuity of care" are depicted, as well as a division of the subcategory into two contrasting aspects of continuity. Statements regarding continuity were coded for example within the subcategory "continuous care not possible", if an interviewee therein related continuity problems in health care for uninsured migrants. In our results section, both the main category "actual situation…" and the subcategory "continuity of care" are reflected in respective chapter and sub-chapter headings. However, as far as the further sub-categorization into "…not possible"/"…possible" is concerned, we decided not to further divide the corresponding results chapter. This was done because the domination of statements regarding lack of continuity called for placing the main emphasis on this aspect. If we had included all subcategories hierarchically in our results presentation, this would not have been possible in the form of an easily readable text, but would have required a presentation of citations in extensive tables. We considered this, but eventually dismissed this option, as it would have negatively impacted readability and clarity. The subcategories were essential to structure the content and discern patterns and focus areas, but we still consider it appropriate to predominantly rely on main categories for structuring the paper text. However, we included explanatory remarks regarding the manner of results presentation and connection to the category system to improve comprehensibility.
On page 23 and line 18, the word fulfill is spelled wrong -Thank you for pointing this out. We corrected this.
Reviewer: 1
Reviewer Name: Ursula Trummer Institution and Country: Center for Health and Migration, Austria Please state any competing interests or state 'None declared': None declared The paper has improved a lot and authors have invested considerable effort to respond to all comments made by the reviewers. I recommend some points to be considered for further improvement:
1) use a clear definition of "undocumented migrant" from official sources, e.g. from the IOM Glossary on Migration or the Platform for International Cooperation on Undocumented Migrants (PICUM) -Thank you for this comment. We included the definition as suggested.
2) in the introduction section, the text first addresses undocumented migrants, then European citizens without insurance coverage, then again undocumented migrants. This is confusing and weakens the differenciation between different forms and legal contexts of exclusion.
-Thank you for this valuable suggestion. We re-arranged the corresponding text passages in the introductions section to improve clarity.
3) specify the use of the term "chronically ill" -e.g. when discussing cancer and TB treatments, which not necessarily would count as chronic diseases; and when discussing infectious diseases, which may have specific public health implications (TB, STDs) -As suggested, we included an explanatory paragraph outlining the interpretation of the term "chronically ill" in the introduction.
4) There are studies on service provision by NGOs for uninsured migrants / undocumented migrants available on European and national level -e.g. the Observatory reports from MdM or the compilation of Practices in the NowHereland project (available at www.c-hm.com). Authors from Israel (Gottlieb et.al) discussed the question of how volunteer-based health care for undocumented migrants relates to Public Health actors and responsibilities. It therefor seems inappropriate to label the study as the first one that specifically explores this topic.
-Thank you for this remark. We are aware of the publications you refer to, and we agree that our labeling of our study as "the first that specifically explores…" may be considered too bold in this context. The reports and studies mentioned in your comment discuss chronically ill migrants as a subgroup, but they have a more universal approach and this aspect is not the principal focus. It is also certainly true that the works of Gottlieb et al. provide a valuable analysis of the motivations and dilemmas of volunteer health care, but our study focused more on the actual consequences for medical practice. However, we agree that our phrasing may be prone to some misinterpretation. We have therefore adjusted the wording. 5) it is mentioned that participants were asked whether they would like to receive results. I'm curious now: who did not want to know? -Thank you for asking this. Out of the 14 physicians, 10 stated a corresponding desire. We did not further inquire for the underlying reasons.
We are convinced that out revision of the manuscript further improves its clarity and readability and once more express our thanks to the reviewers for their valuable remarks.
VERSION 3 -REVIEW
REVIEWER
Ursula Trummer Center for Health and Migration, Austria REVIEW RETURNED 04-Feb-2019
GENERAL COMMENTS
The authors responded to issues raised in the review. The reference list still is not exactly what would be called up to date, e.g. latest overviews on legal frameworks of service provision for UDM are not included. As I did not object this in the first reviews, I will not do it now either.
